STATE OF HAWAII
DEPARTMENT OF HUMAN SERVICES

NOTICE TO APPLICANTS:

In order to complete your application for social services, you must submit
all of the following information within thirty (30) days of the date your
Application for Social Services form is received. To be considered
complete, the following information must be provided:

*  You or your representative must sign and date the form.
*  Your residence and mailing address must be complete

*  List the name of the applicant (person or persons needing services.)
You must include the names, birth dates, Social Security numbers,
and whether anyone receives AFDC, Medicaid, or SSI benefits.

*  IFYOU DO NOT RECEIVE MEDICAL ASSISTANCE FROM
THE STATE OR SUPPLEMENTAL INCOME (SSI)
BENEFITS, YOU NEED TO APPLY AND BE ELIGIBLE FOR
THESE BENEFITS TO QUALIFY FOR CERTAIN SOCIAL
SERVICE PROGRAMS, (I.LE. CHORE SERVICES., ADULT DAY

CARE SERVICES.)

* If you are in need of Chore Services for Adults, Foster Care
Services for Adults or Day Care Serviced for Adults, you must
submit a statement from a psychologist or physician licensed to
practice in Hawaii which gives your diagnosis, prognosis, and the
specific reason(s) you cannot manage without the service. A general
statement of disability without showing its relationship to the
services applied is not sufficient. A physical examination report is
enclosed for your physician to complete.

The Department had thirty (30) days from the date the Application for
Social Services is received to determine whether or not you are eligible,
therefore, it is essential that you submit all the noted information in

order that we can determine if you are eligible or not.




IF YOU NEED AN INTERPRETER.. ..

We provide interpreter services on request to conduct your business with this office.

If you need an interpreter in a particular language, point to that language below:
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Itudlo diri kung nanginahanglan ka ug raghubad nuning pinulongan. Visayan (Cebuano)

Mu guchum ngarag ni faamra gabadag ninge thilyeg bee e thin rom. Yapese

Interpretation services may be provided at no charge in accordance with Chapter 371-33,
Hawaii Revised Statutes.
For more Information about Hawaii’s Language Access Law — Chapter 371, HRS (Part II), please
visit www.hawaij.gov/labor/ola or call the Office of Language Access at (808) 586-8730.
State of Hawai‘i




State of Hawaii PLEASE MAIL COMPLETED REPORT TO:

DEPARTMENT OF HUMAN SERVICES ADULT INTAKE UNIT
Social Services Division ADULT & Cow ngllqm SERVICES
Adult & Community Care Services Branch : Dep AHn tUof Human Services
MEDICAL STATEMENT 420 Waiakamilo Road, Suite 202

Honolulu, Hawaii 96817-4941

Consent to Release Information:

N /
PRINT Last Name First Name Tnitial Birth date
OM [OF

Address City Zip Code
I hereby authorize the evaluating physician, physician assistant, advanced practice registered nurse, or
medical facility to release to the Department of Human Services and its designees any information
related to my past and present medical care, including substance abuse history and any informati;)n
related to my HIV/AIDS status. I understand this information shall be used for the sole and limited
purpose of determining eligibility for services provided by the Adult and Community Care Services

Branch.

Signature of Patient or Legal Guardian of Patient . Date

Diagnosis:

Medications: (specify)

Special Diet: (specify)

Medical/Assistive Equipment: (specify)

Other Comments:
Estimate Date of Onset of Disability: / /
Month Date Year
Indicate Date Disability Will End, if known: / /I
Month Date Year
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